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F 000 | INITIAL COMMENTS F 000
A recertification survey and complaint ‘
investigation #34230 and #34596 were completed
oh October 20, 2014, through Octlober 22, 2014
at The Wexford House. No dsficlencies were
clted related to complaint Investigation #34230
and #34598 under 42 CFR Part 483.13,
Requirements for Long Term Care Facilities.
F 241 483.15(a) DIGNITY AND RESPECT COF F 241 F241:
55=D | INDIVIDUALITY '
1. Charge nurse #1 was educated 11/30/14
The facility must promote care for residents in a on providing dignity to resident
manner and in an environment that maintains or #177 while administering insulin
enhances each resident’s dignity and respect in : : .
full recognition of his or her individuality. by p_ullmg privacy _curtam or
: closing door to resident room.
Nutse was educated by QA nurse
'tl,'hls REQUIREMENT is not met as evidenced on 10/27/14.
y: 2, Observation was conducted b
Based on medical recard review, observation, DO(I:')J and ADOIYIV on 1;1;‘15 114 v
and interview, the facilly failed to maintain dignity . .
for one resfdent (#177) of four residents reviewed dlll'll.:lg med pass on r331d°ntS_W1'{°
for medication administration. require mjections to ensure dignity
) was maintained and staff was
Resident #177 was admitied to the faciiy on procedure. No issues were
October 3, 2012, with diagnoses Including Anxiety identified.
Disorder, Vascular Damentia with Depressed 3. The DON, ADON and/or QA
Mood, and Dlabstes type 2, coordinator will inservice current
. - . nursing staff on providing dignit:
Medical record review of Physician Recapitulation duri::ngc are le:t:ine moitozg;l Y
Orders dated October 2, 2014, revealed iNng care, D 8
"...acouchecks...with sliding scale as follows with will be performed ]::y ON, .
reguiar insulin:...301-340 [blocd sugar range] 8 ADON, QA coordinator or unit
units...* * managers daily ( Monday to
J Obsarvation on October 20, 2014, at 8:32 p.m., in Friday ) for 2 weeks then 3 times a
LABORATORY DIRECTORS OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLRE TITLE - o(6) DATE
ke Executive Director_ 11/6/14

Any deficlency statement ending with an asterisk (*) denotss a deficlency which the Institution

may be excused from comecting graviding it is delermined that

other safeguards providé sufficlant proteclion to the patients. (Ses Instruckions.) Except for nursing homes, he findings stated above are disclosable 00 days
foltawing the date of survey whather ar nota plan of comaclion [s provided. For nesing homes, (ha above findings and plans of correction are disclosable 14
days following the date these documents are mada avallable to tha facillty. If deficlendles are cited, an approved plan of corection is requisite to conlinued

program participation.
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F 241 Continued From page 1- F241| Week for2 weeks, then monthly
the resident's room, revealed the resident sitting for3 months. '
in the doorway of room open to the public. 4. Findings of the above stated
Observation revealed Chargs Nurse #1 obtained audits will be discussed in the
a'? u?ccuch?tckf[gg:sodcaungﬁar] é%st ggm tht?o resident Quality Assurance and
arasult o . Continued observation - -
revealed the Charge Nurse drew up eight units of Perfo'mance Impnlwement
humulin R insulin, pulied the shirt of the resident meeting mouthly_tnnes 3 months
up exposing the bare stomach, and adminlstered for recormmendations and further
the insulin. _ ' follow up as indicated.
- | Interview with the Ch.;slrge Nurse on October 20,
2014, at 8:48 p.m., on tha 400 hall, confirmad
dignity was not matntalned when the Charge
Nurse pulled the shirt of the resldent up expasing
the bare stomach. "1 F31s:
o | R A NO CATHETER, PREVENT UTI, F315) 1. Resident #139 has been 11/30/14

Based on the resident’s comprehensive
assessment, the facility must ensyre that a
resident who enters the facility without an
indwelling catheter is not catheterized unjess the
resident’s clinical condition demonstrates that
cathelerizaflon was necessary; and a resident
who is Incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not mel as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to complete a
bladder assessment fo determine an
individualized bladder training program for one
(#139) resident of three residents reviewed for
urinary incontinence of thirty-sight rasidents

assessed and placed on an
individualized bowel and bladder
training program.

2. Individualized bowel and
bladder programs will be

evaluated on all residents currently
oh a program, revised for
appropriate interventions and
ensure program assessment is

‘complete.

3. The DON, ADON and/or QA
coordinator will inservice current
nursing staff on facility bowel and
bladder program to include
appropriateness of interventions
and ensuring that assessments are
complete. Routine monitoring will
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beperfe . Olv;
F 315 Confinued From page 2 F315) QA coordinator or Unit managers
reviewad. daity ( Monday to Friday ) for 2
- weeks then 3 times a week for 2
The findings included: weeks, then monthly for 3 months,
. Findings of the above stated
Resident #139 was admitted o the facility on 4 dit]sn q}%bcf;ﬁ abe;' . tt?lc
June 16, 2014, with diagnases Including Anxiety, audlis wi Seussed 1n
Deprassion, and Post-Traumatic Stress Disorder, Quality Assurance and
Performance Improvement
Medical record review of the Admission Minimum meeting monthly times 3 months
Data Set (MDS) dated June 22, 2014 revealed forre :
i o 19, ; commendations and further
I i . . e
the resident was frequently mc?cmt nent of urine follow up as indicated,
Medical record review of the Quarterty MDS
dated September 19, 2014, revealed the resident
was always incontinent of urine,
Medical record review of the Bowel and Bladder
Aszessment dated June 26, 2014, revealed the
resident scored a 14 (10-17 Potential for
Hahit’/Prompted/Scheduled Toileting).
Medical record review of the Bowel and Bladder
Assessment dated July 2, 2014, revealed
"...Admit to B [and] B [Bowel and Bladder] to
attempt to promote...continence..." Continued
review of the Bowa! and Bladdar Asssssment
dated July 2, 2014, revealed "...\mplement;
Prompted...Habit...Scheduled tofieting plan...”
Further review of the Bowel and Bladder
Assessment revealed i was incomplate to
indicate the type of Bladdar retralning program to
implemant,
Medical record review of the Bowel and Bladder
Asgessment dated August 21, 2014, revealed the
resfdent scored a 12. Continued review of the
Bowel and Bladder Assessment revealed
"..Discharged from program conlinues [to] have
incentinence.,." .
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Observation on October 22, 2014, at 12:00 noon,
revealed the resident seated in a wheelchair, in
the residant's room, eating tunch.
Interview with Licensed Practical Nurse (LPN) #2
an October 22, 2014, at 12:40 p.m., in the
conference room confirmed the Certified Nursing
Assistant will chack the resident avery hour lo
determine If the resident is continent, incontinent
or neads assistancs to urinate.
Inferview with the Director of Nurs ing (DON) on
Qctober 22, 2014, at 12:50 p.m., in the DON's
office, confirmed the Bowel and Bladder
Assessment was incomplete and an
individualized bladder training program had not
been establishad for tha resident.
F 332 483.25(m){1) FREE QF MEDICATION ERROR F 332 F332:
$5=0 | RATES OF 5% OR MORE T
‘ 1. Resident #177 has had the 11/30/14
The facility must ensure that itis fres of orders changed to reflect the
medication error rates of five percent or greater. dosage of over the counter meds
that the facility utilizes
2. All other residents will be
This REQUIREMENT is not met as evidenced evaluated to ensure that current
bg'f o adical d revlew. obsarvati orders reflect the dosage of over
ased on medical record review, observation, t ili
and Interview, ihe faclity failed to maintain a Itﬁ;i(:;gnter meds that the facility
medication error rate of less than five percent for
one resident (#177) of four residents reviewed for 3. The DON, ADON and/or QA
medication administration. . coordinator will inservice all
] heensed nursing staff on proper
The findings Included; tned pass procedures which
Residsnt #177 was admitted fo the facllity on includes vetifying medication to
October 3, 2012, with diagnoses including Anxiety be administered to the medication
" Facilily ID: TNB2DB If continuation sheet Fage 40f5
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adrinistration record, Med pass
F 332 | Continued From page 4 F332( audits will be performed by DON,
Disorder, Vascular Dementia with Depressed ADON, QA coordinator or unit
Mood, and Diabetes type 2. managers daily { Monday to
Medical record review of Physiclan Recapitulation Friday ) for 2 weeks then 3 times a
Crders dated October 2, 2014, revealed ™...Fish week for 2 weeks, then monthly
Oit 1000 mg [milligrams] and Magnesium Oxide for 3 monthas.
fantacid] 400 mg... 4. Findings of the above stated
Ohservation on October 20, 2014, at B:32 p.m.., _ audlt_s will be discussed in the
on the 400 hall, revesied Charge Nurse #1 Quality Assurance and
obtained Fish Oll 500 mg and Magnesium Oxlde Performance Improvement
250 myg and administered to the resident. meeting monthly times 3 months
. tions and
Interview with the Charge Nurse on Qctober 20, goi'lreco:nmeg;li; ted further
2014, at 8:48 p.m., on the 400 hall, confirmed the OLOW up as Incacated,
incorrect dose of the medications were
administerad.
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